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Prescription Opioid Epidemic Has Peaked
Peak Opioid MME in US 782 (2010); 2015 = 640





What is the risk of opioid 
addiction among 

individuals prescribed 
opioids for pain?

Rates of misuse 12-29% (95%CI:13-38%)

Rates of addiction 8-12% (95% CI: 3-17%)



The Opioid Crisis: Public Health Response
Reduce Opioid Exposure through Opioid 

Prescribing Guidelines





Guidelines Decrease 
Prescribing

Focusing on MME (or dose) reduction mirrors early 
epidemic focus on achieving lower pain score



Opioid Refugees

Opioid Prescribing Guidelines
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Addiction (?) in individuals with chronic pain
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Addiction (?) in individuals with chronic pain
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Brief Intro to Pain Physiology



Pain and SUD (MOUD)

• Polysubstance use

• Altered nociocpetion
threshold

• Physical 
dependence/tolerance

• Opioid-induced 
Hyperalgesia



Acute Pain Should Be Treated

• MOUD is NOT analgesia

• People w MOUD have tolerance, 
likely need more analgesia

• Multi-modal therapy preferred 

• If opioids used: oral over IV

• If opioid PCA: avoid basal 
infusion

Consensus Statement: American Pain 
Society, ASRA and the American Society 
of Anesthesiologists



MOUD versus Analgesia
Daily versus Split Dosing

• Analgesic effect: 6-8 hours (Bup and Methadone)

• Therefore Split Dosing

• However: Split dosing not possible from OTP

















12 recommendations, including:
• Opioids not 1st line or routine therapy for chronic pain

• Use caution when increasing dosages, especially >50 
mg*; avoid or justify escalating to >90 mg

• No more than needed for acute pain; 3-7 days usually 
enough

• Check Prescription Drug Monitoring Program (PDMP) 
for other prescriptions, high total dosages

• Avoid concurrent benzodiazepines and opioids

• Offer or arrange medication-assisted treatment for 
opioid use disorder

*in morphine equivalents

CDC Guideline for Prescribing Opioids for 
Chronic Pain



Interventions for Chronic Pain

Cognitive therapy
Monitor thoughts and feelings
Attention diversion/distraction
Imagery and Hypnosis

Behavioral therapy
Activity monitoring
Stress monitoring and reduction
Relaxation and Biofeedback











Conclusions

• Pain is common among people with addiction and can be 
managed 

• OUD treatment outcomes not worse for those w chronic pain

• Split dosing and multi-modal interventions are key

• Cannabinoids hold promise for treatment of pain

• Person-centered care – essential for both addiction and pain 
managment



Questions


